Vertebroplasty (VP) and Kyphoplasty (KP) are vertebral augmentation procedures for the treatment of painful vertebral compression fractures as a result of osteoporosis, malignant primary bone tumors, osteolytic metastases or benign bone tumors such as vertebral hemangiomas 1 . Both techniques attempt to stabilize the spine mostly by adding polymethylmethacrylate (PMMA) based bone cements to the spine 2 . In Vertebroplasty, the material is placed directly into the fracture site to attempt to stabilize the VB 3 . This procedure may involve no manipulation or only external reduction by extension, i.e., physical manipulation of the patient when placing the patient on the operating table before the material is injected into the fracture site 1 . Additionally, combined treatment of spinal metastases with image-guided radiofrequency (RF) ablation or coblation followed by percutaneous cement injection has shown to be a safe modality in the therapy of nonresectable tumors of spine 4 . Kyphoplasty is so named because it involves the attemptto reduce the kyphosis that results from vertebral body collapse. In Kyphoplasty, a surgical instrument is used to reduce the collapsed vertebral body towards its original shape 5 . The material is then placed in the vertebral body and the instrument removed, leaving the bone cement in place to stabilize the reduction.
Height restoration and the reduction of cement leakage are the main points that theoretically distinguishing KP from percutaneous VP 2 . In early biomechanical studies, both kyphoplasty and vertebroplasty restored body strength 6 ; additionally KP produced a statistically significant improvement in post-treatment vertebral body height 7 . Vertebral height restoration reported in KP has been linked to correction of associated kyphotic deformity of the spine. However, patients who are pain free following VP or KP usually experience less muscle spasm and tend to stand straighter. Several retrospective reviews extrapolate the risk of adjacent vertebral fractures on the complications after KP or VP but there is insufficient evidence to conclude that Kyphoplasty can reduce the incidence of adjacent fractures. Furthermore the additional costs and the more complex technique in comparison to VP place in question its clinical usefulness Only further controlled studies comparing balloon KP and VP for VCFs will help to answer more definitely the subsequent questions that previously have been discussed almost exclusively on emotional basis.
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